Dieulafoy lesion endoscopically rubber banded, with further severe haematemesis requiring emergency laparotomy – Case report  by Rahbour, Goher et al.
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a  b  s  t  r  a  c  t
Dieulafoy  lesion  is a rare  cause  of  massive  gastrointestinal  haemorrhage  that  can  be  fatal.  We  report
a  case  of  a  sixty-year-old  lady  who  presented  to  the  emergency  department  with  haematemesis  and
melaena.  During  oesophagogastroduodenoscopy  (OGD),  an active  bleeding  vessel  was seen  on  the lesser
curvature  of  the  stomach,  near  the  gastro-oesophageal  junction  and  a diagnosis  of Dieulafoy’s  lesionvailable online 29 April 2011
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made.  The  lesion  was  managed  with  the  application  of  two  rubber  bands.  Our  patient  re-presented  to  the
emergency  department  ten days  later  with  severe  haematemesis  requiring  an  emergency  laparotomy.
A  search  of  the  entire  English  literature  using  PubMed  with  the  phrase  ‘Dieulafoy’  has  been  performed.
Papers  were  reviewed  in  relation  to  management  of  this  lesion  with  rubber  banding  via endoscopy.  The
current  available  haemostatic  methods  are  described.
© 2011 Surgical Associates Ltd. Elsevier Ltd. Open access under CC BY-NC-ND license.. Case report
A  sixty-year-old lady presented to the emergency department
ith two episodes of haematemesis and one episode of melaena.
he denied any abdominal pain or dyspeptic symptoms. Her past
edical history included gout, osteoarthritis and hypertension. She
ad no surgical history of note. She was a non-smoker, but with a
onsiderable alcohol intake of approximately 70 units per week.
er medication included felodipine and allopurinol.
Examination revealed no evidence of jaundice, anaemia or lym-
hadenopathy. Cardiovascular and respiratory examinations were
ssentially normal. Abdominal examination revealed very mild ten-
erness in the epigastric region. Per rectal examination showed
vidence of melaena. Clinical impression was of an upper gastroin-
estinal bleed.
On  arrival to Accident and Emergency (A&E) she was hypoten-
ive with a blood pressure of 79/50 mm Hg and tachycardia of
17 beats per minute. Following a ﬂuid challenge of 250 ml  of
ormal saline this improved to 128/70 mm Hg. She thereafter con-
inued to remain haemodynamically stable. Blood tests revealed
ow haemoglobin (Hb) of 8.6 g/dl, with a normal mean corpus-
ular volume (MCV). On a prior admission with gastroenteritis
er Hb had been 12 g/dl. Clotting was within normal range. Liver
unction tests (LFT’s) were normal with the exception of a raised
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Open access under CC BY-NC-ND licengamma-glutamyl transferase (GGT) of 544 units/L (normal range
9–36 units/L). Urea and electrolytes (U&E’s) revealed an elevated
urea of 18.5 mg/dl, in keeping with a diagnosis of an upper gastro
intestinal (GI) bleed.
Following  initial resuscitation and management of an upper
GI bleed, an emergency upper gastrointestinal endoscopy was
arranged.
During oesophagogastroduodenoscopy (OGD), an actively
bleeding vessel was seen on the lesser curvature of the stomach,
near the gastro-oesophageal junction (Fig. 1). Impression was  of a
Dieulafoy’s lesion. Over 1 h was required to control the bleeding.
After an initial application of a haemoclip (Fig. 2) two  rubber bands
were applied to the Dieulafoy lesion (Fig. 3). Post endoscopy, the
management plan was for continuation of intravenous omeprazole
with a repeat endoscopy at 48 h.
In the following 48 h, our patient remained well and haemody-
namically stable. There were no further episodes of haematemesis
or melaena. At repeat endoscopy the stomach was  free of blood.
The rubber banded Dieulafoy lesion was  visible with no signs of
bleeding (Fig. 4). The oesophagus and duodenum were normal. Our
patient was discharged from hospital the following day, with a fol-
low up plan of a repeat upper GI endoscopy in 6 weeks to conﬁrm
healing of the banded site and for treatment of any residual lesions.
We prescribed our patient Nexium 40 mg,  and advised to continue
this until follow up.
Unfortunately  our patient represented to the emergency depart-
ment ten days following her repeat OGD, with recurrent episodes
of severe haematemesis. On arrival to the emergency department
she was  in hypovolaemic shock with an Hb of 6.4 g/dl. She was ﬂuid
resuscitated and transfused four units of O-negative blood.
se.
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The lesion bleeds into the gastrointestinal tract through a
minute defect in the mucosa which is not a primary ulcer of theFig. 1. Bleeding arterial vessel – Dieulafoy lesion.
She was transferred to theatre and underwent an emergency
aparotomy, gastrotomy and under running of an arterial bleeding
essel on the lesser curvature near the gastro-oesophageal junction.
his was the site of the Dieulafoy lesion. An anterior gastrotomy
as made, with evacuation of clot. The gastrotomy was  closed with
olysorb (Covidien, Dublin, Ireland) in two layers. A polysorb and
tapled (ETHICON, Scotland) closure was performed to the upper
idline laparotomy incision.
Perioperatively  4 units of blood, 4 units of fresh frozen plasma
nd 2 L of Hartmann’s solution was given.
Post  operatively she was taken to the Critical care unit. She
emained haemodynamically stable for 48 h, following which she
as transferred to the ward. Thereafter our patient made steady
rogress and was discharged home on the ninth postoperative day.
She was followed up in outpatient clinic at six weeks and had
eturned to her normal activities with no on-going problems.
There  were no further episodes of haematemesis or melaena.
he was advised to gradually discontinue her Omeprazole, and she
as discharged from clinic. To date, at one year since discharge,
here has been no further admissions or issues of concern.
Fig. 2. Application of haemoclip.Fig. 3. Application of rubber band over the Dieulafoy lesion.
2. Discussion
A  search of the entire English literature using PubMed with
the phrase ‘Dieulafoy’ resulted in 156 articles. Articles were dated
between 1966 and 2010. There was 10 papers which were deemed
relevant in relation to management of this lesion with rubber band-
ing via endoscopy. To the author’s knowledge there is no case in the
literature which has shown a patient to represent with a bleed after
ten days duration following rubber banding.
Our case highlights the rarity of the condition, the various endo-
scopic techniques available to the endoscopist, as well as the need
for vigilance and follow up due to the risks of rebleeding.
The Dieulafoy lesion is a tortuous, large-caliber arteriole pro-
truding through a small mucosal defect. This can result in massive
and recurrent upper digestive bleeding in previously healthy
patients.1mucosa but erosion probably caused from the submucosal surface
by the pulsatile arteriole protruding into the mucosa.
Fig. 4. Visible rubber band on repeat endoscopy.
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Dieulafoy’s lesion is an uncommon cause of gastric bleeding,
hought to cause less than 5% of all gastrointestinal bleeds in adults.
t was named after the French surgeon Paul Georges Dieulafoy.
here are 3 pathological conditions of vascular lesions. Angioecta-
ia is characterized by venous/capillary lesions, Dieulafoy’s lesion
s characterized by arterial lesions, and arteriovenous malforma-
ion (AVM) is a condition in which arteries and veins are directly
onnected without capillary beds.2
Dieulafoy lesion is a rare cause of massive gastrointestinal
aemorrhage  that can be fatal. 95% of Dieulafoy’s lesion occurs in
he upper part of the stomach, within 6 cm of the gastroesophageal
unction commonly in the lesser curvature; however they can occur
nywhere in the GI tract. Extra gastric Dieulafoy lesions are uncom-
on, but have been identiﬁed more frequently in recent years
ecause of increased awareness of the condition. Duodenum is the
econd commonest location followed by colon and then jejunum.
he severity of bleeding and the site of the lesion render the diag-
osis sometimes difﬁcult, more than one endoscopic exam is often
equired. Surgery is regarded as the treatment of choice in the past,
ut recently endoscopic management has become the standard
pproach.3
The available haemostatic methods are haemoclipping, hyper-
onic saline–epinephrine injection, and pure ethanol injection.4
ther methods include heater probe coagulation, monopolar or
ipolar electrocoagulation, injection sclerotherapy, laser photoco-
gulation and rubber band ligation.
Continuous infusion of intravenous proton pump inhibitors low-
rs rebleeding risk after endoscopic therapy.5 Interestingly and in
ontrast to peptic ulcer disease, a history of alcohol abuse or non-
teroidal anti-inﬂammatory drugs (NSAID) use is usually absent
n Dieulafoy’s. However of note, our patient did indeed have high
lcohol consumption.
Endoscopic methods are the treatment of choice in easily acces-
ible lesions.6 The reported success rate is in excess of 90%.7,8
here is some evidence in the literature to suggest that endoscopic
echanical haemostatic methods are more effective and successful
n achieving haemostasis when compared to injection or thermal
reatment methods.9
Nikolaidis et al.10 concluded that Endoscopic band ligation (EBL)
as the treatment of choice for oesophageal variceal bleeding. The
tudy reported on the efﬁcacy and safety of EBL in patients with
ieulafoy-like bleeding lesions in the upper gastrointestinal tract.
ndoscopic band ligation was successful in 22 of the 23 patients.
he remaining patient, a young man  with a Dieulafoy-like lesion in
he jejunum, had recurrent bleeding on day 5 after EBL and under-
ent elective surgery. Endoscopic band ligation is an effective andafe endoscopic treatment for Dieulafoy-like lesions. It is easy to
se and relatively inexpensive.10
Another clinical trial of endoscopic therapy in 24 patients with
ieulafoy’s lesions7 concluded higher efﬁcacy in terms of initialPEN  ACCESS
rgery Case Reports 2 (2011) 154– 156
haemostasis  and less recurrent bleeding achieved by mechanical
haemostatic therapy with haemoclip and band ligation compared
with injection therapy. Endoscopic mechanical therapy was recom-
mended as effective for bleeding Dieulafoy’s lesions.
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